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SYNOPSIS

Despite the widespread use of prenatal care, the evidence for its effectiveness
remains equivocal and its primary purpose and effects continue to be a subject
of debate. To provide some perspective on why the effectiveness and organiza-

tion of prenatal care con-
tinue to be debated, the
authors (a) briefly review the
history of the development
of prenatal care in the US;
(b) attempt to conceptually
define prenatal care in terms
of its utilization, content, and
quality; and, (c) highlight
some of the research
controversies and challenges
facing investigators and
advocates who seek to
establish the value of
prenatal care. In addition,
the authors recommend
directions for future research
to address persistent
questions regarding the
function, structure, and
significance of prenatal care
in improving US perinatal
outcomes.
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Prenatal care is one of the most widely used preventive
health care services in the United States.1 Nearly four
million live births are delivered to women each year in
the US, and the vast majority of these women receive
some form of prenatal care.1 Nevertheless, the evi-
dence for the effectiveness of prenatal care remains
equivocal, and health care and public health profes-
sionals are not in single accord regarding its primary
purpose and effects.2 The ongoing controversy over
the intended role and benefits of prenatal care is sur-
prising, given the extent to which its early and ongo-
ing use has been touted as a health care service that is
fundamental for improving pregnancy outcomes in
the US.

To provide some perspective on why the effective-
ness and organization of prenatal care continue to be
debated, this article (a) briefly reviews the history of
the development of prenatal care in the US; (b) at-
tempts to conceptually define prenatal care in terms
of its utilization, content, and quality; and (c) high-
lights some of the research controversies and chal-
lenges facing investigators and advocates who seek to
establish the value of prenatal care. Last, we turn our
attention to suggested directions for future research
that we feel will be essential to resolving persistent
questions regarding the function, structure, and
significance of prenatal care in improving US perina-
tal outcomes over the next decade.

HISTORY

The idea of organized prenatal care has been attrib-
uted to proposals made by Ballantyne before the turn
of the last century.3–5 Ballantyne’s initial interest in
prenatal care was focused on the prevention of fetal
abnormalities. He later recognized that prenatal care
might also reduce maternal, fetal, and neonatal deaths.6

Maternal morbidity and mortality were among the
earliest outcomes targeted in terms of benefits of pre-
natal care.7–9 Concerns about eclampsia and complica-
tions of toxemia shaped the content of prenatal care
from the start and played an important role in estab-

lishing the timing and frequency of visits. The ob-
served association of eclampsia with albumin in the
urine and high blood pressure led to tests of urine
and serial blood pressure readings being incorporated
into prenatal care protocols.

During the 1900s, support grew for the hypothesis
that prenatal care could reduce the risk of low
birthweight and preterm births and resulting mortal-
ity. In 1915, J. Whitridge Williams of The Johns Hopkins
Hospital, in championing the potential benefits of
prenatal care, asserted that “prenatal care and instruc-
tion offer great possibilities for the diminution in the
number of deaths [due to prematurity].”10 At mid-
century, Eastman described a marked reduction in
risk for low birthweight among mothers who received
“adequate prenatal care,” as defined by having three
or more visits.11 Subsequent studies also found a rela-
tionship between prenatal care and low birthweight,
but nonsignificant and conflicting findings were re-
ported as well.12–14 In 1962, Shwartz suggested that the
association between low birthweight and the trimester
in which care began or the number of prenatal care
visits may well be confounded by gestational age.14

Compared to mothers who initiated care early, moth-
ers who delayed initiation of care until the third tri-
mester are likely to have a lower risk of very low
birthweight births, as they are approaching full term
before their care begins.

The observation that women who start prenatal care
late have the lowest rate of very low birthweight births
is evident in recent US data drawn from the National
Center for Health Statistics’ 1995 linked live birth–
infant death cohort file (Table 1). Conversely, increased
birthweight may be expected to coincide with more
visits because the total number of scheduled visits in-
creases with gestational age, as does birthweight. Not-
ing a higher proportion of low birthweight deliveries
to women with no prenatal care than to women receiv-
ing care, Terris and Glasser concluded in 1974 that
“early birth prevents the initiation of prenatal care
instead of vice versa.”15

The next major development in prenatal care re-

Table 1. Trimester in which prenatal care began and very low birthweight births: 1995 single live births to
US resident mothers

Trimester prenatal care began

Outcome First Second Third No care

Percent of very low birthweight (<1,500 g) births 0.94 1.02 0.32 6.14

SOURCE OF DATA: National Center for Health Statistics (US). 1995 birth cohort linked birth/infant death data set. NCHS CD-ROM
Series 20, No.12a.
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search came in the mid-1970s with an Institute of
Medicine (IOM) report by Kessner et al.16 This report
proposed an index of adequate prenatal care utiliza-
tion, which was among the first measures to demon-
strate a systematic relationship between categories of
adequate prenatal care utilization and low birthweight,
using a large population database. When this index is
used, the relationship between adequate use of care
and low birthweight in the US is still evident using
1995 data, as indicated in Table 2, which shows that
the percentage of low birthweight births decreases
with increasing adequacy of prenatal care use.

The three-factor health services utilization index
proposed by Kessner et al. takes into account the month
of pregnancy in which prenatal care begins, the num-
ber of visits adjusted for the gestational age at delivery,
and the site of care (private vs. public clinic).16 While
the site of care parameter was intended as a measure
of quality of care, this variable was typically excluded
by subsequent investigators employing this index due
to either not having this information or not agreeing
with its use as a measure of quality.

In 1980, Gortmaker reported the results of an in-
vestigation using a modification of the Kessner/IOM
index, suggesting that the relationship between pre-
natal care and infant mortality was restricted to the
impact of prenatal care on low birthweight.17

Gortmaker’s work, along with a 1985 IOM report on
low birthweight,18 shaped the direction of future pre-
natal care research and policy. The enrollment of all
pregnant women into a system of prenatal care was
promoted by the 1985 IOM report as a national policy
to reduce the risk of low birthweight.18 Soon thereaf-
ter, in the mid- and late 1980s, the US Congress en-
acted a series of legislative initiatives that incremen-
tally expanded Medicaid eligibility to low income
pregnant women and children independent of their
welfare status. Reportedly, these policy actions were
motivated in part by the expectation that increases in
early initiation and adequate utilization of prenatal
care would lower the risk of low birthweight and

preterm birth and, as a result, lower infant mortality
rates.19,20

The work of Kessner et al.16 and Gortmaker17 and
the 1985 IOM report18 established a research and policy
paradigm in suggesting that the role of prenatal care
in reducing infant mortality in a population was
through improving the population’s birthweight dis-
tribution and not through reducing birthweight-spe-
cific mortality. Based on this perspective, prenatal care
became established as the key population-wide public
health intervention for preventing low birthweight and
preterm births, with the notion that by averting the
occurrence of these adverse birth outcomes, infant
morbidity and mortality and related neonatal inten-
sive care costs would be reduced because fewer high-
risk infants would be delivered. In turn, reducing in-
fant mortality rates by improving the birthweight-
specific survival rates of high-risk infants (i.e., reduc-
ing the risk of infant death associated with low
birthweight, preterm, and other high risk deliveries)
came to be viewed as the result of improvements in
medical technology and clinical practice.21–23 Conse-
quently, even though the traditional core component
of prenatal care remains the obstetric visit, prenatal
care was viewed as a preventive public health interven-
tion, due in part to its link to other public health
ancillary services, such as WIC nutrition services and
social support services.

The prevailing characterization of prenatal care as
a public health intervention focused on reducing low
birthweight and preterm births has far reaching policy
implications. Nearly all of the decline in infant mortal-
ity rates in the US during the last several decades has
been attributed to decreases in birthweight-specific
mortality and not to improvements in the birthweight
distribution.23,24 These findings must be considered in
evaluations of the success of national policy initiatives
aimed at increasing access to and use of prenatal care,
reducing the incidence of low birthweight, and, ulti-
mately, reducing infant mortality in the US. Indeed,
based on the paradigm of prenatal care as a preven-

Table 2. Relationship between adequacy of prenatal care use as defined by the IOM/Kessner Index16 and
low birthweight births: 1995 single live births to US resident mothers

Prenatal care use

Outcome Adequate Intermediate Inadequate No care Missing data

Percent of low birthweight (<2,500 g) births 5.06 7.24 8.81 21.06 9.05

SOURCE OF DATA: National Center for Health Statistics (US). 1995 birth cohort linked birth/infant death data set. NCHS CD-ROM
Series 20, No.12a.
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tive public health intervention, it could be argued that
in the US the decrease in infant mortality rates that
has occurred in spite of rises in the rates of low
birthweight and preterm births reflects the failure of
public health approaches and, conversely, the success
of high tech medical advances. Not surprisingly, while
prenatal care continues to be widely touted as an ef-
fective approach to reducing rates of low birthweight
births and preterm delivery, growing concerns have
been raised regarding the validity of the evidence used
to support these claims.2,25–29 As evident in Table 3,
which shows US natality and infant mortality data for
the years 1981 through 1995, rates of inadequate use
of prenatal care have decreased while rates of low
birthweight and preterm births have risen, although
infant mortality rates have declined.

While nonrandomized trials of prenatal care inter-
ventions have yielded promising findings to support
claims of the benefits of prenatal care, randomized
clinical trials of interventions to prevent preterm birth
have generated equivocal results.2,28 Several reviews of
the literature on prevention of preterm births, includ-
ing our own, have concluded that our current prena-
tal care approaches are not particularly effective and
cannot be given wholehearted endorsement.2,25–29 Ad-
dressing fetal growth restriction of term infants through
nutrition and antismoking interventions may well have
been the mechanism by which past interventions
achieved a reduction in low birthweight rates. In es-

sence, these reviews suggest that without a better un-
derstanding of the multiple etiologies of low
birthweight, which include the various pathways that
lead to preterm birth, it is not surprising that prenatal
care, as currently constituted, is having little impact
on low birthweight rates.28,29 Only when more effective
prenatal interventions are developed to address spe-
cific underlying mechanisms that lead to preterm
birth—e.g., establishing the effectiveness of targeting
antibiotics to women who have bacterial vaginosis or a
spontaneous preterm birth—will prenatal care, as a
vehicle for the delivery of these interventions, be likely
to facilitate a marked reduction in the incidence of
low birthweight or preterm delivery.

RESEARCH CHALLENGES

A fundamental problem facing researchers is that pre-
natal care, like many other medical practices and in-
terventions, became an established standard of prac-
tice without randomized clinical trials having been
conducted to demonstrate the efficacy of its many
components. Since randomizing women into no-care
or inadequate-care groups would now be considered
unethical, researchers struggle with how to control for
selection bias on the part of women who choose to
utilize prenatal care adequately.2 Health-conscious
women may be more likely than other women to ini-
tiate prenatal care early, maintain a regular schedule

Table 3. Annual trends in low birthweight, preterm delivery, inadequate use of prenatal care as defined by the
R-GINDEX,30 and infant mortality: 1981–1995 single live births to US resident mothers

Percent of low birthweight Percent of preterm Percent with inadequate
Year (<2,500 g) births deliveries (<37 weeks) prenatal care use Infant mortality rate

1981 6.8 9.4 13.5 11.9
1982 6.8 9.5 13.6 11.5
1983 6.8 9.6 12.9 11.2
1984 6.7 9.4 12.7 10.8
1985 6.8 10.0 12.4 10.6
1986 6.8 10.2 12.1 10.4
1987 6.9 10.2 11.8 10.1
1988 6.9 10.6 11.9 10.0
1989 7.0 10.6 12.5 9.8
1990 7.0 10.8 12.1 9.2
1991 7.1 10.7 11.6 8.9
1992 7.1 11.0 10.9 8.5
1993 7.2 11.0 10.0 8.5
1994 7.3 11.0 9.4 8.0
1995 7.3 11.0 9.0 7.6

SOURCE OF DATA: National Center for Health Statistics (US). 1981–1995 natality data sets. Additional analysis by Michael Kogan, PhD,
NCHS
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of visits, and demonstrate other health care-seeking
and health-promoting behaviors, including planning
their pregnancies, obtaining inter-conception care,
maintaining a proper diet, and abstaining from the
use of tobacco, alcohol, and illicit substances. Women
may influence the content of their care through their
selection of prenatal care providers and through their
requests for and adherence to provider advice on posi-
tive pregnancy-related behaviors. Because the advan-
tageous health care-seeking and health-promoting
behaviors of these women may contribute to reducing
their risk of low birthweight deliveries, their adequacy
of prenatal care use and even the content and quality
of the care they receive could be conceptualized as a
proxy indicator of myriad health-enhancing maternal
attitudes and behaviors in addition to being a measure
of the prenatal care received.

Adding to the difficulty of interpreting the avail-
able research on the impact of prenatal care utiliza-
tion are the now apparent flaws in the measures of
prenatal care utilization used initially to establish a
link between prenatal care participation and low
birthweight.30 Current concerns about the Kessner/
IOM index30,31 include its failure to accurately reflect
American College of Obstetrics and Gynecology
(ACOG) recommendations regarding the number of
visits for “adequate” care,32 resulting in a pronounced
gestational age bias.

In an earlier publication,30 we described a prenatal
care utilization index based on the full ACOG recom-
mendations and compared that index with the
Kessner/IOM index and other indices discussed be-
low.30 When the Kessner/IOM index is changed to
accurately reflect the ACOG criteria, the incremental

relationship between less adequate use of care and
low birthweight, which is traditionally observed when
using the IOM/Kessner index, is no longer evident in
US data (see Table 4). Also apparent in Table 4 is the
lack of a clear relationship between very low birthweight
and adequacy of prenatal care use as measured by
either the Kessner/IOM index or the ACOG-based
revision of the Kessner/IOM index. This is why we
recommended abandoning use of the Kessner/IOM
index—because it gives a biased, exaggerated view of
any positive relationship between prenatal care use
and low birthweight or preterm birth.30

In an effort to correct some of the perceived defi-
ciencies with the Kessner/IOM index, two separate
indices of prenatal care utilization have been proposed:
the R-GINDEX and the APNCU.30,31,33 While these in-
dices more faithfully conform to ACOG visit recom-
mendations than the Kessner/IOM index,31 the two
provide conflicting results regarding both the adequacy
of prenatal care use and the impact of prenatal care
use on selected birth outcomes (Table 5). The differ-
ences evident in Table 5 between the R-GINDEX and
the APNCU reflect the distinct strategies used by each
index to define adequate and intensive utilization of
prenatal care, to define adequate use of care by the
month care began, and to control for gestational age.30

A discussion of the limitations of each of these indices,
with recommendations for their appropriate use in
specific situations, can be found in an earlier article by
the present authors.30 Much more work is needed to
refine the definition of adequate utilization of prena-
tal care and to establish its precise relationship with
birth outcomes.30

Concerns about the validity of the research that

Table 4. Comparison of the IOM/Kessner index16 and the ACOG-based index:30 1995 single live births to
US resident mothers

Prenatal care use

Outcome Adequate Intermediate Inadequate No care Missing data

Distribution
ACOG-based index 43.00 41.13 8.53 1.20 6.14
Kessner/IOM index 69.62 18.73 4.31 1.20 6.14

Percent of low birthweight (<2,500 g) births
ACOG-based index 7.16 4.01 6.19 21.06 9.05
Kessner/IOM index 5.06 7.24 8.81 21.06 9.05

Percent of very low birthweight (<1,500 g) births
ACOG-based index 1.42 0.52 0.51 6.14 2.48
Kessner/IOM index 0.88 1.13 0.90 6.14 2.48

SOURCE OF DATA: National Center for Health Statistics (US). 1995 birth cohort linked birth/infant death data set. NCHS CD-ROM
Series 20, No.12a.
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linked the adequate utilization of prenatal care to low
birthweight grew during the 1990s and presented a
challenge to policy makers, advocates, and public
health professionals who had touted prenatal care as
the solution to the steadily increasing rates of low
birthweight deliveries in the US. In an effort to deflect
some of the controversy about the benefits of prenatal
care on low birthweight, the role of adequate utiliza-
tion of prenatal care has more recently been down-
played and greater credence has been given to the
importance of the content, comprehensiveness, and
quality of prenatal care.34 The controversy over the
effectiveness of the adequate use of prenatal care in
preventing low birthweight has broadened to embrace
the difficulties in defining, operationally and concep-
tually, what constitutes not only adequate use of pre-
natal care but also adequate content and quality. This
task is made even more difficult as the purpose and
content of prenatal care have changed over time and
continue to do so. Reflecting dramatic developments
in clinical care technology, prenatal care has evolved
to encompass the detection, treatment, or prevention
of adverse maternal, fetal, and infant outcomes as well
as interventions to address psychosocial stress, detri-
mental health behaviors such as substance abuse, and
adverse socioeconomic conditions.

Unfortunately, as noted above, the efficacy of many
of the traditional aspects of the content of prenatal
care has never been established with any scientific
rigor. Furthermore, periodic assessments of the scien-
tific evidence for prenatal care practice standards have
not been accompanied by progressive changes in pre-
natal care content and practice, even though it has
been suggested that clinical practice guidelines should

be reassessed for validity every three years.35 Reviews
need to be undertaken on an ongoing basis as more
refined definitions of what constitutes the content and
use of “adequate” prenatal care emerge.

While still evolving, prenatal care, broadly concep-
tualized, can be assessed in terms of:

• the timing of initiation of care, i.e., month or
trimester care begins;

• adherence to a prescribed visit schedule, e.g.,
number and spacing of visits;

• the content of medical care, including assess-
ment of risk status; medical tests to screen for
and diagnosis disease conditions; medical proce-
dures for the treatment of diseases; assessment
of the need for and referral to ancillary services;
provision of health education; and so on;

• the type, training, and organization of provider(s)
of care;

• the setting of care, e.g., private vs. public; medi-
cal clinic or provider office vs. home visit;

• the content of ancillary services, including edu-
cational, nutritional, and psychosocial services;
case management; tobacco, alcohol, and sub-
stance abuse counseling; social support interven-
tion services; outreach and follow-up services;
and so on;

• the quality, availability, accessibility, organization,
and functioning of the prenatal care provider
system, including patient/provider/system in-
teractions.

Table 5. Comparison of R-GINDEX and APNCU:30 1995 single live births to US resident mothers

Prenatal care use

Selected Outcomes Intensive Adequate Intermediate Inadequate No care Missing data

Distribution
R-GINDEX 5.91 37.83 40.47 8.46 1.20 6.14
APNCU 26.08 42.20 13.68 10.70 1.20 6.14

Percent small for gestational age
R-GINDEX 9.73 8.22 9.51 13.49 18.59 12.25
APNCU 9.09 8.35 10.43 12.65 18.59 12.25

Infant mortality rate of infants born 34–35 weeks of gestational age
R-GINDEX 14.39 14.08 14.57 18.35 22.25 23.55
APNCU 13.59 17.61 19.36 14.74 22.25 23.55

SOURCE OF DATA: National Center for Health Statistics (US). 1995 birth cohort linked birth/infant death data set. NCHS CD-ROM
Series 20, No.12a.
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DIRECTIONS FOR FUTURE RESEARCH

In 1962, Samuel Shwartz noted that “the role of prena-
tal care in the incidence of prematurity and perinatal
mortality is neither well defined nor well established.”14

Unfortunately, this observation continues to apply to-
day. What many policy makers, health care profession-
als, and members of the public know about the benefits
of prenatal care is still too often based on personal
opinion, advocacy position statements, and a multi-
tude of research studies with overly optimistic findings
that are, in fact, nebulous if not misleading due to
weak study designs and flawed and biased measures of
adequate care. There continues to be a pressing need
for systematic research into the relative effectiveness
of each of the many, diverse components of prenatal
care, using outcomes that can plausibly be modified
by the provided services. If we are to better under-
stand the benefits of the use of prenatal care, future
research must at the least attend to better defining
“adequate prenatal care” and its role, delineating its
individual intervention components, and specifying
the modifiable adverse outcomes that each compo-
nent is to ameliorate.

EXPLORING THE BENEFITS
OF PRENATAL CARE

While much of the research attention in recent years
has focused on the relationship between prenatal care
use and low birthweight, there are several other peri-
natal outcomes that may be modified by prenatal care
and are in need of thorough investigation. First, atten-
tion should return to its earlier focus on mortality,
including maternal, fetal, perinatal, and infant death.
Prevention of maternal mortality and morbidity should
remain a primary consideration. While maternal death
is a rare occurrence in the US, the importance of
prenatal care’s role in preventing maternal death
should not be forgotten during periods when modifi-
cations to the content of prenatal care are being sug-
gested in order to focus attention on other outcomes.
Further, an understanding of the role of prenatal care
in preventing maternal complications has been hin-
dered by the limited available measures of maternal
morbidity.

The impact of prenatal care on fetal mortality has
been given scant attention in comparison to its role in
improving the outcomes of live births. However, devel-
opments in obstetric and neonatal care have allowed
for the earlier detection of a fetus that is failing to
thrive and, in some cases, have lead to the earlier
therapeutic interruption of pregnancy in order to re-

duce the risk of fetal death, particularly in twins.23,36,37

Gestational age-specific investigations of perinatal
mortality (fetal and neonatal deaths) will be needed
to explore whether these developments have resulted
in decreases in fetal death rates.

The assumption that prenatal care mainly influ-
ences infant mortality by improving the birthweight
distribution, e.g., reducing rates of low birthweight
and preterm birth, needs to be reexamined. Prenatal
care may well play an important role in assuring trans-
fer to and delivery in a facility providing a risk-appro-
priate level of delivery care (e.g., a Level III regional
perinatal center), which would directly affect infant
mortality rates by reducing birthweight-specific mor-
tality. Moreover, better monitoring of the fetus, lead-
ing to a timely intervention for a postterm fetus or a
preterm, failure-to-thrive fetus, may improve infant
survival rates while reducing the rates of postmaturity
syndrome, fetal growth restriction, and other related
infant morbidities, e.g., meconium aspiration and res-
piratory distress. Prenatal care may reduce the risk of
fetal growth restriction in term births, i.e., term small-
for-gestational age births, and thereby alter rates of
moderately low birthweight births.38 Smoking cessa-
tion and nutrition counseling and support, leading to
more adequate weight gain, have been proposed as a
possible pathway for this impact.2,38 However, more
information is needed on the effectiveness of the spe-
cific components of prenatal care and of the prenatal
care system that may lead to reductions in infant mor-
bidity and mortality.

The benefits of prenatal care may not be equivalent
for all population subgroups. Many researchers have
observed that the use and impact of prenatal care
varies across socioeconomic, demographic, cultural,
and medical risk groups, suggesting that these charac-
teristics, including pre-existing health status, age, edu-
cation, poverty, and environmental conditions, may
modify the effects of prenatal care.39–41 There is still
little definitive information on the extent to which
individual components or combination of components
of “standard” or comprehensive prenatal care may be
effective in reducing or preventing adverse pregnancy
outcomes for different groups of women with specific
medical conditions and socioeconomic situations. Even
the roles of the content and use of prenatal care in
improving birth, infant, and maternal outcomes for
women with diabetes, hypertension, and other medi-
cal conditions have yet to be fully explored. For ex-
ample, to what extent does adequate use of prenatal
care reduce the risk of macrosomia in diabetic preg-
nancies or the risk of fetal growth restriction in hyper-
tensive mothers? For these conditions, too little is
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known about whether the impact of prenatal care var-
ies among women based on age, socioeconomic sta-
tus, or ethnicity. Moreover, it remains unclear to what
extent augmenting prenatal care with targeted ancil-
lary services will more fully benefit subgroups of women
who are under- or overweight or who smoke, abuse
alcohol, or use illicit substances. Finally, the cost-effec-
tiveness of particular prenatal care interventions for
women with specific conditions and risk factors needs
to be explored. Until the actual cost-effectiveness of
prenatal care ancillary services and core components
is solidly established, it is doubtful that managed care
organizations will fully incorporate these services into
their standard service packages, even for higher risk
Medicaid populations.38

Prenatal care may have an impact on other health
outcomes than those typically investigated. In particu-
lar, prenatal care experiences may have a positive in-
fluence on the postnatal health status of both the
mother and infant and on postnatal health related
behaviors and health care use. Through educational
messages and related support services, prenatal care
may help lower infant injury rates and other poten-
tially preventable causes of infant morbidity and mor-
tality, e.g., SIDS. For example, lower incidences of
infant injury and disease may result from the prenatal
provision of education that addresses home and ve-
hicle safety, cleanliness, stress management, and in-
fant care and feeding. Finally, more research is needed
on the extent to which prenatal care may influence
postpartum depression and, in the case of a perinatal
death, the process of bereavement.

The relationship between prenatal care and the
adoption of healthy behaviors has received relatively
scant investigation. Our knowledge is incomplete about
the degree to which the content and delivery of prena-
tal care are associated with other preconception and
prenatal behaviors, including pregnancy planning,
contraceptive use prior to pregnancy, preconception
use of medical care, nutrition and exercise habits, and
smoking and other substance use. Similarly, more needs
to be known about the relationship of prenatal care
with postpartum behaviors, e.g., choice of infant feed-
ing method, appropriate use of car seats, and family
planning.

A paucity of research also exists about the relation-
ship between prenatal care and the utilization of other
preventive and curative health services. A few studies
have explored the association between prenatal care
and pediatric health care use, including use of well-
baby care and timely vaccinations.42,43 Far less is known
about how prenatal care might improve the use of
needed maternal dental and mental health services

and future use of inter-conception and prenatal care.
For many primipara women, prenatal care may be
their first adult contact with the medical system. The
nature of that experience may well influence their
future use of preventive services, as well as influence
the use of those services by their children and part-
ners.

MEASUREMENT OF PRENATAL CARE USE,
CONTENT, AND QUALITY

Adequacy of prenatal care utilization indices have been
in use for nearly three decades. Nevertheless, much
needs to be done to improve their measurement valid-
ity. The current measures all establish “adequacy” by
relying on ACOG recommendations for low risk moth-
ers.30 What is adequate for women with specific high
risk conditions has not been operationalized, although
for women of differing parity a separate set of recom-
mendations has been suggested by the Expert Panel
on Prenatal Care.44 The impact of these recommended
visit schedules for different risk groups needs to be
explored. Given that many European countries have
very different visit and content recommendations and
have enviable birth outcomes in comparison to the US
it remains unclear if the ACOG standard is the best
choice to define patterns of use.45,46 Moreover, little
research has looked at what is the “normal” number of
prenatal care visits that women receive in the US,
compared to the recommended number of visits, and
whether this “normal” utilization pattern is related to
more positive pregnancy outcomes than the recom-
mended number. Finally, none of the current indices
has completely overcome the problem of controlling
for gestational age bias. Until this is accomplished, the
relationship between these indices and pregnancy
outcomes that are highly influenced by gestational
age, e.g., birthweight and infant mortality, will remain
in question. As part of this problem is due to inaccu-
racy in the measurement of gestational age, part of
the solution lies in improving the valid ascertainment
of the initiation and duration of pregnancy. In the
meantime, the use of different analytical approaches
to examine the relationship of prenatal care use and
birth outcomes, e.g., gestational age-specific, life table,
survival, and two stage least squares analyses, may help
us better understand and control for the influence of
gestational age bias.

The few studies that have focused on the content of
prenatal care have mainly examined the receipt of
specific medical procedures and health education
messages.47–50 The medical procedures addressed in
these studies include blood pressure measurement,
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urine test, blood analysis, weight measurement, pelvic
exam, and obtaining a health history. The health edu-
cation and behavior advice messages cover vitamin
use, proper diet, breastfeeding, avoidance of tobacco,
alcohol, and drugs, and proper weight gain. Kogan et
al. found no association between the receipt of all
medical procedures within the first two visits and low
birthweight, but did uncover a weak association be-
tween low birthweight and receiving all health behav-
ior messages.48 However, the relatively rudimentary
approach to classifying satisfactory receipt of recom-
mended content of care (i.e., the receipt of all vs. not
all of the recommended procedures or education
messages) is just a first step. Much needs to be done to
disentangle which specific content of care components
may be beneficial for targeted outcomes. Moreover,
we should press forward to establish which current
prenatal care practices are evidence-based and whether
some features of prenatal care content are ineffective,
overly risky, or excessively costly for their overall benefit.
Further work in this area will initially need to concen-
trate on the development of better indices of the con-
tent of prenatal care and on identifying or developing
ongoing population-based data sources to support re-
search efforts.

Comprehensive approaches to prenatal care have
been increasingly touted, particularly for low income
populations. Comprehensive prenatal care typically
refers to routine prenatal care visits combined with
ancillary services. Comprehensive prenatal care ser-
vices (which may also be referred to as coordinated,
augmented, enhanced, enabling, enriched, or “wrap-
around” services) may entail outreach efforts to im-
prove enrollment in prenatal care, WIC, case manage-
ment, social work, psychosocial counseling, social
support, health promotion/education, transportation,
home visiting, and follow-up services to facilitate the
ongoing use of the prenatal services offered. Evalua-
tions of the impact of comprehensive prenatal care
programs have shown mixed results, in part stemming
from methodologic limitations.2,51 Further research is
needed to help us target costly interventions to those
populations for which the specific components will be
most beneficial, and randomized controlled trials
should be conducted to assess the efficacy of the indi-
vidual components of comprehensive prenatal care
packages. As Medicaid managed care plans increas-
ingly become the primary source of prenatal care for
low income pregnant women and displace many tradi-
tional public providers of prenatal care services to
Medicaid-eligible women, it is unclear to what extent
these plans will offer packages of ancillary prenatal
care services to Medicaid populations in the absence

of detailed and credible evidence of efficacy and cost-
effectiveness.38 Without better information on the im-
pact of providing ancillary prenatal services on im-
proving pregnancy outcomes, it is unlikely that
substantial sums will be invested in developing and
providing more comprehensive forms of prenatal care
in a climate of controlling health care expenditures.

While much attention has been placed on the de-
velopment of indices of the mother’s utilization of
prenatal care, less effort has been directed toward
assessing the prenatal care provider and the provider
system. Numerous provider and system characteristics
influence the receipt of care. These attributes include
availability; accessibility (e.g., hours of operation, loca-
tion, availability of parking); affordability; the types,
quality, and mix of providers; the organization of set-
ting and services; continuity of care (e.g., linkages
between providers, provision of follow-up care); com-
prehensiveness and scope of care; satisfaction with
provider/setting; the cultural competency of provid-
ers and system; and the overall quality and function-
ing of the prenatal care system. While some of these
attributes have been cited in the context of barriers to
care,52–55 further research is needed into how varia-
tions and changes in these system characteristics may
influence both the use and impact of prenatal care.
Moreover, little attention has been given to assessing
the potential for prenatal care system failures.

SUMMARY

From its origins a little more than 100 years ago, pre-
natal care is now one of the most frequently used
preventive health care services in the US, and its use is
increasing over time.1 There is good reason to believe
that prenatal care has played and can continue to play
an important role in maintaining relatively low rates
of maternal mortality, and there is much observational
evidence that prenatal care provides numerous other
maternal and infant health benefits. Nevertheless, the
rigorous scientific evidence of its effects on health
outcomes, health-related behaviors, health care utili-
zation, and health care costs is meager and insuffi-
cient. As public health professionals at the local, state,
and federal levels struggle to improve pregnancy out-
comes and reverse the increasing trend in the rate of
premature births, there is a critical need for informa-
tion regarding the efficacy and cost-effectiveness of
prenatal care programs and their specific components.

The following suggestions for further research are
made to the research community, both funders and
researchers:
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1. Expand research on the impact of prenatal care
on pre- and postnatal health status measures
other than birthweight, e.g., maternal, perina-
tal, and child morbidity and mortality, mater-
nal health behaviors such as substance abuse,
and health care utilization.

2. Expand research on the adequacy of prenatal
care utilization; improve the current definition
and measurement of adequate use; define ad-
equate use for high risk women; and improve
the valid measurement of gestational age.

3. Expand research on the measurement of the
content of prenatal care and on comprehen-
sive prenatal care packages and use random-
ized controlled trials to assess their efficacy.

4. Expand research on the measurement and im-
pact of quality of prenatal care.

5. Expand research on the measurement and im-
pact of prenatal care provider characteristics.

6. Expand research on improving maternal risk
assessments to better target ancillary services.

7. Expand research on the cost-effectiveness of all
prenatal care components.

8. Explore the varying impact of prenatal care on
diverse populations as defined by medical, de-
mographic, cultural, and socioeconomic char-
acteristics.

9. Periodically assess clinical prenatal care prac-
tice standards and guidelines in order to assure
that practice is based on current rigorous scien-
tific evidence and to establish needed new di-
rections for future prenatal care-related re-
search.
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